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Chapter 7
Utilizing Suicide Risk Screening 
as a Prevention Technique in Pediatric 
Medical Settings

Annabelle M. Mournet, Nathan J. Lowry, and Lisa M. Horowitz

Pediatricians and other medical providers are de facto mental health providers on 
the front lines of the public health crisis of youth suicide and are uniquely posi-
tioned to recognize warning signs and help young people develop effective coping 
strategies for managing emotional distress (Kessler & Stafford, 2008). Universal 
screening for suicide risk, which involves screening all patients regardless of pre-
senting problem, in all medical settings, including primary care, is supported and 
encouraged by many organizations, including the American Academy of Pediatrics 
(AAP), The Joint Commission (TJC), and the National Action Alliance for Suicide 
Prevention (NAASP) (Shain & Committee on Adolescence, 2016; TJC, 2016; 
NAASP, 2012). Implementing suicide risk screening and assessment with evidence-
based tools can enhance feasibility of screening for suicide risk without overburden-
ing busy systems of care (Horowitz et al., 2010, 2020). Moreover, screening has 
been identified as an effective suicide prevention tool (NAASP, 2012). Through 
education and training, pediatric providers can be pivotal partners in detecting sui-
cide risk and connecting their patients to mental health treatments. This chapter will 
highlight how utilizing evidence-based screening tools and clinical pathways to 
manage patients that screen positive can be feasible and potentially lifesaving. 

�Medical Settings as Venues for Suicide Risk Screening

Medical settings are uniquely positioned to screen for suicide risk as they are a 
major point of connection between trusted adults and youth. From a public health 
perspective, the majority of youth in the USA have annual contact with physicians 

A. M. Mournet · N. J. Lowry · L. M. Horowitz (*) 
Office of the Clinical Director, National Institute of Mental Health, Bethesda, MD, USA
e-mail: nathan.lowry@nih.gov; horowitzl@mail.nih.gov

© The Author(s) 2022
J. P. Ackerman, L. M. Horowitz (eds.), Youth Suicide Prevention  
and Intervention, SpringerBriefs in Psychology, 
https://doi.org/10.1007/978-3-031-06127-1_7

mailto:nathan.lowry@nih.gov
mailto:horowitzl@mail.nih.gov
https://doi.org/10.1007/978-3-031-06127-1_7#DOI


64

in emergency departments (EDs), hospitals, and outpatient primary care settings. 
Youth are also typically accompanied to healthcare settings by parents or caregivers 
which is crucial for effective assessment, intervention, and safety planning. Of note, 
death registry studies show that 80% of adolescents who die by suicide visited a 
healthcare setting in the months or even weeks prior to their death (Ahmedani et al., 
2014; Rhodes et al., 2013), whereas only 20% of suicide decedents had contact with 
a mental health professional in the month prior to their death by suicide (Luoma 
et al., 2002). For some, nonbehavioral health venues may be the only healthcare 
contact where an individual’s suicide risk can be identified. 

In an effort to reduce youth suicide rates, which have increased steadily over the 
past decade (see Ruch & Bridge, Chap. 1, this volume), TJC has highlighted medi-
cal settings as critical venues for suicide risk detection by issuing Sentinel Event 
Alert 56 (SEA 56), urging medical settings to screen all medical patients for suicide 
risk using brief, evidence-based screening tools (TJC, 2016). TJC also updated 
National Patient Safety Goal 15 (NPSG 15) in 2019 to enhance patient safety and 
healthcare delivery for both behavioral health patients and medical patients at risk 
for suicide (TJC, 2019). As a result of SEA 56 and NPSG 15, many medical settings 
have begun implementing suicide risk screening, further necessitating validated sui-
cide risk screening tools for use among medical patients. Numerous institutions 
have already reported on their considerable progress implementing screening 
among pediatric medical patients (Roaten et al., 2021; Lois et al., 2020). The expe-
riences of these institutions have demonstrated that obtaining stakeholder endorse-
ment, establishing a dedicated interdisciplinary work group, and appropriately 
managing positive screens are essential to a screening program’s sustainability 
(Roaten et al., 2021; Snyder et al., 2020). There are also gaps in understanding and 
executing effective screening programs; please see TJC website for guidance 
(https://www.jointcommission.org/resources/patient-safety-topics/suicide-preven-
tion/). Medical patients typically present with somatic chief complaints and rarely 
disclose suicidal thoughts unless directly asked (Pan et al., 2009), requiring system-
atic suicide risk screening of medical patients to detect suicide risk that would oth-
erwise go undetected. It is important to use tools that are evidence-based and, when 
possible, created for the targeted age group and validated in the settings in which 
they are going to be used. A review by Thom et al. (2020) highlighted several well-
validated suicide risk screening tools for use in medical settings, including the Ask 
Suicide-Screening Questions (ASQ; Horowitz et al., 2012) and the Patient Safety 
Screener (PSS; Boudreaux et al., 2015), that were designed for and validated among 
medical patients (Thom et al., 2020). Additionally, new tools continue to be devel-
oped, such as the Computerized Adaptive Screen for Suicidal Youth (CASSY; King 
et al., 2021), which take advantage of new technologies to enhance screening pro-
cesses in the ED. 
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�Barriers to Address

Prior to implementing a suicide risk screening program, several barriers may need 
to be addressed. First, there is a common myth that asking someone questions about 
suicide can “put ideas in their head” and cause someone to have thoughts of suicide. 
This myth may lead providers and families to have concerns about or avoid suicide 
risk screening. However, this potential iatrogenic risk of screening has been refuted 
in multiple studies (Gould et al., 2005; DeCou & Schumann, 2018). In fact, one of 
the most effective ways to keep a young person from killing themselves is by asking 
them directly, “Are you thinking of killing yourself?”, and then listening empatheti-
cally, and responding supportively.   

�Suicide Risk Screening Clinical Pathways

Often, healthcare providers recognize the need for suicide risk identification but feel 
ill-equipped to build screening into routine practice. To provide physicians with 
step-by-step instructions on how to manage patients at risk for suicide and to address 
some of the barriers surrounding suicide risk screening, the American Academy of 
Child and Adolescent Psychiatry (AACAP) sponsored the creation of youth suicide 
risk screening clinical pathways (Brahmbhatt et al., 2019). These screening path-
ways were designed to allow each medical facility the flexibility to adapt screening 
procedures based on available staff and resources. The pathways use a three-tiered 
system that begins with a nurse/medical assistant administering the ASQ as a brief 
screen. Next, if a patient screens positive for suicide risk, a mental health clinician, 
nurse practitioner, physician assistant, or physician conducts a Brief Suicide Safety 
Assessment (BSSA) using the Columbia-Suicide Severity Rating Scale (C-SSRS; 
Posner et  al., 2011) or the ASQ Brief Suicide Safety Assessment (ASQ BSSA; 
NIMH, 2017). The second step of the pathway, administering a BSSA, is critical as 
it aides the clinician in quickly determining next steps for a patient who screens 
positive for suicide risk. Finally, the third step of the clinical pathway utilizes the 
risk assessment results to determine whether the patient proceeds to a full mental 
health evaluation, a mental health referral, or safety planning and resources. The 
pathways were designed to be flexible and adaptable to each venue’s institutional 
milieu and can be adapted in a way that was most functional for the institution 
implementing the tools. 

Suicide risk screening of medical patients may be especially challenging when 
in-person visits are restricted such as during the COVID-19 pandemic. Although 
data are not yet available regarding how the recent pandemic affected the overall 
youth suicide rate, there remains an urgent need to continue screening for suicide 
risk. To address this need, COVID-19 suicide risk screening clinical pathways were 
developed to guide clinicians through screening for suicide risk via telehealth/phone 
to effectively manage patients who screen positive (Pao et  al., 2020). Typically, 
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individuals with acute suicidal thoughts require an urgent psychiatric evaluation in 
an ED. The pathway was revised to help patients at acute suicide risk and their par-
ents/guardians find alternatives to going to the ED in order to avoid exposure to 
COVID-19 and also spare the ED from over-crowding during the pandemic. In 
addition to the over-crowding problems created for the healthcare system, unneces-
sary ED visit can be traumatizing and costly to families (Lerwick, 2016), and there-
fore is not an effective intervention. A critical part of this pathway is for the 
healthcare practitioner to provide lethal means safety counseling (see Monahan & 
Stanley, Chap. 9, this volume) to the patient and family members or friends to 
ensure safe storage or removal of potentially dangerous items (e.g., pills, firearms, 
belts, knives). Separate adult and youth versions of this pathway were created and 
are available as part of the ASQ Toolkit (www.nih.nimh/ASQ).  

�Feasibility of Screening

Screening for suicide risk has been shown to be feasible in both large and small 
healthcare systems (Roaten et al., 2021; Snyder et al., 2020; Tipton et al., 2019). In 
order to successfully implement a screening program, it is important to enact quality 
improvement processes, such as a Plan-Do-Study-Act quality improvement (QI) 
framework (Deming, 1993). The iterative QI framework aims to raise the standard 
of care for all patients and begins with formalizing a plan for what the elevated 
standard of care should be, followed by training and education to achieve this stan-
dard. A pilot phase in which individuals can provide suggestions for improvement 
allows for continuous improvements to be made as research advances. Using a QI 
approach, suicide risk screening was successfully implemented at a suburban pedi-
atric primary care practice in Richmond, Virginia (Tipton et al., 2019). Following 
the iterative Plan-Do-Study-Act QI approach, medical staff were trained to admin-
ister screening and to manage patients who screened positive for suicide risk. During 
this process, unanticipated problems were identified and addressed. For example, 
upon receiving numerous questions from parents, an informational flyer for parents 
was circulated at the clinic to announce the new addition of suicide risk screening 
to standard practice. By using a QI methodology, suicide risk screening was suc-
cessfully implemented with both nurses and physicians who indicated that screen-
ing did not disrupt clinic workflow and that they felt comfortable screening and 
managing patients for suicide risk (Tipton et al., 2019). The ASQ tool is available 
publicly in the ASQ Toolkit in many different languages (www.nih.nimh/ASQ). 
Resources for other commonly used screeners, like the C-SSRS, are available 
(www.cssrs.columbia.edu).  
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�Screening Underserved Populations

Black, Indigenous, and people of color (BIPOC) youth have been historically 
excluded in suicide research. When universally screening for suicide risk, it is impor-
tant to use screening tools that are valid for use among groups at higher risk. 
Similarly, screening tools need to be culturally and psychometrically sensitive. The 
ASQ has been translated into 18 languages, but to maintain its psychometric proper-
ties, there was a need to go beyond verbatim translation. For example, the ASQ tool 
was considered for use in a medical facility that served members of the Navajo 
Nation. There were concerns about how screening would be perceived, as the ASQ 
has items that ask directly about suicide using words like “death,” which is a taboo 
word in this culture. Changing the language of validated tools is typically advised 
against; however, measures are often validated in contexts that do not account for 
cultural differences, and administering to a new group without accounting for these 
factors may be equally problematic. With input from members of the Navajo Nation, 
researchers created a Diné version of the ASQ specifically for members of the 
Navajo Nation which replaced the word “death” with “not alive.” Whenever chang-
ing the language of a tool, it is important to retest it. A study is underway to validate 
this version of the tool to ensure that it still accurately identifies suicide risk. 
Linguistic differences should also be considered when translating suicide risk 
screening tools. 

�Conclusion

Medical settings represent one of the few opportunities for young people to disclose 
mental health issues and be connected to resources. Through implementing QI 
methodology and using three-tiered suicide risk screening clinical pathways, evi-
dence-based suicide risk screening programs are achievable and can allow health-
care systems to feasibly integrate screening into practice. To ensure that universal 
suicide risk screening programs are truly “universal,” we must question whether our 
tools and pathways work for all intended populations. Specifically, providers should 
evaluate whether screening instruments and assessment approaches are effective for 
understudied populations who may also be at high risk for suicide. Providers should 
also consider how they gather and act on feedback from communities as well as 
individuals with lived experience (see Rowan et al., Chap. 18, this volume). Future 
research, clinical practices, and policies must focus on addressing the needs of high-
risk populations to ensure screening tools accurately identify risk among all individuals 
and are culturally sensitive. 
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